Mr A G Cox (Northwick Park Hospital and Clinical Research Centre, Harrow) wondered if anyone knew whether the condition was associated with sideropenia alone or whether aneemia was an essential precondition.
Actinomycosis in Recurrent Psoas Abscess H B Coakham BSC MRCP1
(for E C Ashby Mchir FRCS) (Royal West Sussex Hospital, Chichester, Sussex)
A 64-year-old man had six episodes of a right psoas abscess between 1961 and 1971. On each occasion he presented with swinging fever and a swelling below the inguinal ligament. Incision and drainage was preceded by antibiotics on four occasions. Proteus, Esch. coli and Str. fecalis were most frequently isolated. There was no evidence of staphylococcal or tuberculous infection. Grossly carious teeth were noted and treated. In 1966 maturity onset diabetes was detected for the first time.
Sinograms demonstrated an extensive psoas abscess. Radiography excluded pulmonary and lumbar spine disease. An IVP was normal and barium studies demonstrated normal small and large intestines and the appendix filled well. Repeated blood cultures were negative.
In 1971 preliminary antibiotics were avoided and sulphur granule pus was obtained from which Actinomyces bovis was cultured. He was treated with benzyl penicillin 8 megaunits daily for two weeks then 2 megaunits daily for six weeks.
Discussion
Psoas abscess without bony spine disease can be due to a number of causes. (1) It may be pyogenic infection which is heematogenous, arising either spontaneously from bacteremic spread (Zadek 1950) , or in htematomas due to trauma or 'Present address: University College Hospital Medical School, London WCI hamophilia (Tordoir 1951). (2) It may arise from spread of infection from adjacent organs, and has been reported with perinephric infections (Aird 1957), appendix abscess, diverticulitis coli and pleural infections (Tordoir 1951) . (3) Rogers (1911) postulated that nonspinal psoas abscess was secondary to infected retroperitoneal lymph nodes in both tuberculous and pyogenic infection. Ashby & Hooper (1969) demonstrated diseased retroperitoneal lumbar lymph nodes by lymphangiography in a tuberculous case of nonspinal psoas abscess.
In a review of 800 collected cases of actinomycosis in North America, Simpson & McIntosh (1927) found 2 cases of spinal actinomycosis with psoas abscess, in which the disease had spread from the appendix.
It could be postulated that the present case began as one of the spontaneous hematogenous pyogenic variety. Several features were, however, atypical. First, the great majority of previously reported pyogenic abscesses grew staphylococci (Zadek 1950 , Lam & Hodgson 1966 ; in our case a mixed growth of Gram-negative organisms was obtained on almost every occasion, before Actinomyces bovis was eventually isolated. Secondly, reports of the pyogenic psoas abscess emphasize the efficacy of treatment by drainage and antibiotics and, indeed, record no cases of recurrence (Lam & Hodgson 1966) .
It is suggested that the early presence of actinomycosis contributed to chronicity, identification having been masked by relative overgrowth of co-existing bacteria in culture (Cope 1938) and also by the use of antibiotics. Dental disease is known to initiate pathogenic activity in actinomyces present as a commensal (Slack 1942 Mr A G Cox (Northwick Park Hospital, Harrow, Middlesex) said that the abscess might not necessarily have been due to actinomycosis throughout. The recurrences might well have been due to difficulty in getting adequate drainage. Often the only way of dealing with these problems was to lay open the whole cavity, with a prolonged period of packing the wound so that it could granulate from the base.
